6 cular system. Failing this curarization may be necessary to achieve satisfactory ventilation in the acute phase.
Tracheostomy: For a short illness in a young mother it seems unnecessary to perform a tracheostomy where facilities for care are sufficiently good and the circumstances suitable to maintain the airway by means of an endotracheal tube; tracheostomy will, however, be required for persistent severe illness.
Hydrocortisone appears to curtail the inflammatory reaction to the tissue damage produced by acid (Hausmann & Lunt 1955 , Marshall & Gordon 1958 , Bannister et al. 1961 , Bosomworth & Hamelberg 1962 , Lewinski (1965 : a large initial dose of hydrocortisone, 200-300 mg, should be given intravenously, followed by 100 mg six-hourly intramuscularly, and the dose gradually reduced over four or five days. Correction of acidosis: A profound and immediate fall in arterial blood pH following the inhalation of acid has been demonstrated in dogs by Hamelberg & Bosomworth (1964) . The acid-base state of the blood ought to be assessed wherever possible and correction made by adjusting the ventilation of the lungs, and by the administration of sodium bicarbonate intravenously according to Astrup's method (Mellemgaard & Astrup 1960) .
Neutralization of acid: Lavage of the lungs with large volumes of bicarbonate or saline to neutralize the acid which has entered the lungs may increase the spread of acid by virtue of increase in volume (Bannister et al. 1961) or by mechanical obstruction (Lewinski 1965) , and is, therefore, dangerous. It is probable that spread of acid occurs so rapidly that the subsequent application of alkaline solutions will be unlikely to neutralize the acid (Hamelberg & Bosomworth 1964) .
Antibiotics: The use of hydrocortisone will prevent the normal response to secondary bacterial invasion and is therefore an indication for the administration of a broad spectrum antibiotic.
Digitalis: If cardiac failure persists then digitalis is indicated.
Conclusion
The emphasis should clearly be upon prevention of pulmonary aspiration. When aspiration occurs, a plan of management must be initiated to save the mother's life. If the initial asphyxia can be overcome, adequate therapy will ensure survival of most patients. The term 'shock' is no more than a convenient label for a syndrome associated with certain circulatory disturbances and caused by a number of dissimilar agents. In obstetric practice, hwmorrhage is the commonest cause of shock, associated most often with ectopic pregnancy, abruptio placente, placenta prwvia or a severe post-partum hemorrhage. This discussion is restricted to hwmorrhagic shock, although the basic circulatory disturbance is similar in shock from other causes -traumatic, endotoxic or so-called 'aneesthetic' shock.
The immediate effect of a slight or moderate hemorrhage is a fall in blood volume, which causes a reduction in the venous filling pressure of the heart and hence a lowered stroke output. The altered stimulation of atrial and baroreceptors evokes vaso-constriction, on both the arterial and venous sides of the circulation. Thus, systemic arterial pressure is maintained, despite the fall in cardiac output. The same response occurs with a severe hwmorrhage, though since the fluid loss is greater, there may be a disparity between the capacity of the vascular bed and the volume of fluid circulating therein and hypotension may occur. However, there is no evidence of any failure of compensatory vasoconstrictor mechanisms in such cases. In fact, vasoconstrictor tone may be even greater than normal (Rothe et al. 1963 , Familiar 1965 . When hypotension occurs in severe shock, this is primarily the result of the low cardiac output resulting from a decreased venous return; there is no evidence of a collapse of arterial or venomotor tone.
Recognition of the precise nature of the circulatory derangement in shock is essential for rational therapy. Since the primary lesion is the reduction in circulating fluid volume, the first line of treatment must be rapid replacement of the lost fluid. Blood is rarely available immediately; plasma should therefore be given initially until blood has been cross-matched. The amount transfused is usually determined empirically and since the extent of fluid loss is generally under rather than over estimated, rapid transfusion of plasma followed by blood can safely be given. It must be emphasized that the level of arterial pressure is not always a reliable guide to treatment; in accidental haemorrhage, for example, transfusion may be required, even in the presence of hypertension.
The possibility of using central venous pressure as a guide to the adequacy of fluid replacement in cases of shock has been suggested (Maclean 1964 , Weil et al. 1965 ) and transfusion may eventually be regulated according to the results of monitoring central venous pressure. However, there are still technical difficulties in recording central venous pressure and a lack of adequate data on normal values for pregnant patients.
Vasopressor drugs are frequently given to patients with hemorrhagic shock although there is evidence that the use of such compounds may prove harmful (Bock 1962 , Spoerel et aL 1964 , Udhoji & Weil 1964 ). It has already been emphasized that the cause of hypotension in shock is not a failure of peripheral constrictor mechanisms, but the loss of fluid volume. Whilst vasopressor drugs may restore blood pressure to within normal limits, they only do so at the expense of the existing circulatory adjustments. Many of these drugs, e.g. angiotensin, metaraminol, noradrenaline, reduce cardiac output at the same time as they increase systemic pressure and, therefore, reduce further the supply to vital organs, such as the kidney, where profound vasoconstriction has already impaired function. There is indeed ample evidence, both from experimental work in animals and the response to pressor stimuli in shocked patients, that the use of vasopressor drugs may aggravate the condition further and that real improvement only results after adequate fluid replacement. It has been time-honoured practice to give morphia or related compounds to patients in shock, regardless of whether they are in pain; recent work has shown that opium alkaloids and other sedatives can produce further hypotension and even irreversible circulatory failure in some cases (Barraclough & Sharpey-Schafer 1963) . This is probably because opium alkaloids and related compounds act on the vasomotor centre and thus depress compensatory constrictor mechanisms and also because they may influence venomotor tone, thus increasing the capacity of the circulatory system and causing a further reduction in venous return and hence in cardiac output. Patients with accidental heemorrhage for example should, therefore, only be given morphia or sedatives if they are in pain, and then in small doses, after transfusion is in progress. It should be emphasized that relatively small doses of sedative drugs, such as barbiturates, may be sufficient to produce profound and sometimes irreversible hypotension, especially in patients with absent circulatory reflexes. For practical purposes, the patients to whom the administration of such drugs may be potentially dangerous can be determined by assessing the response to the Valsalva manceuvre, a procedure which can be carried out relatively simply at the bedside (Barraclough & Sharpey-Schafer 1963 , de Bono 1963 .
Mr Anthony W Purdie (North Middlesex Hospital, London) said that maternal death resulting from childbirth, a physiological process in which the deepest of human emotions were involved, had always been regarded as an unmitigated disaster and would continue so to be regarded.
While obstetricians were very conscious of their failures, much had been achieved. A maternal mortality of 25 per 1,000 births in the seventeenth century had been reduced to 5 per 1,000 births a hundred years ago and in 1935 a steady and dramatic fall in maternal mortality had begun and had continued ever since. He emphasized that, while many factors were involved, this reduction was an achievement and not just something magical that had happened; it had to be continuously maintained.
The published annual report of the Glasgow Royal Maternity and Women's Hospital for the year 1943 (eight years after the fall in maternal mortality began in earnest) revealed the startling figure of 79 maternal deaths among 3,361 deliveries. Fifteen of the deaths were due to postpartum hiemorrhage and ten of the patients arrived in the hospital shocked, collapsed or even showing air hunger. Mr Purdie quoted these figures to emphasize the change that had taken place throughout the country between then and the present time; it was because of this general high standard, which was now rather taken for granted, that the present meeting could be devoted to comparatively restricted fields.
He warned, however, that certain dangers must not be overlooked. There was the rising birth rate, the problems associated with the influx of an immigrant population, the inadequate number of maternity beds particularly in Greater London, the constant demand for an ever shorter stay in hospital for the puerperal patient, the shortage of midwives and the approaching shortage of medical staff. Could the existing standards be maintained? He had been informed by a member of his Hospital Management Committee of a disquieting ruling by the Ministry of Health. This was that hospitals should recruit only such nurses as they could pay for out of their current budget. If, for example, they should fortunately be able to recruit more nurses than had been allowed for in their estimated expenditure on nursing staff, the money for the extra nurses must be found by making cuts and savings in some other part of the hospital. The Regional Board Officers were believed to have protested strongly but unsuccessfully to the Ministry. Interestingly enough, should it appear that these economies were leading to an imminent breakdown in the service (e.g. closure of wards) the Ministry was to be informed at once.
Bricks could not be made without straw. The present generation had a duty to maintain the standards which had been committed to it and any influences which militated against this should be utterly resisted.
Mr D N Menzies (University College Hospital, London) said that amniotic fluid embolism, rupture of the uterus and Mendelson's syndrome were all rare complications of labour. This made it difficult for any clinician to acquire a wide personal experience. The opening speakers had done a service in helping to formulate in advance an approach to diagnosis and treatment.
-Nevertheless, hemorrhage was still the most important complication of labour. The first essential in dealing with shock resulting from bleeding was to reduce or stop the bleeding.
Blood loss must then be replaced by adequate and rapid transfusion. In true emergencies there could be no question of awaiting cross-matching. Rhesus-negative, group 0 blood might be used with little risk provided that blood reserved for this purpose had previously been double-checked as to correct grouping. The risk was not to be compared with the risk of hypovolaemia.
He was fortunate in that for the past twelve years he had been able to apply this principle of management in the conduct of an emergency obstetrical service. In 178 consecutive emergency calls only 88 women were transfused: 53 were given two or more pints rapidly under pressure; a single pint was given to 35. Three had antepartum hemorrhage, 56 postpartum heemorrhage and in 21 cases the shock was complicated by retained placenta. Eight women had lost blood whilst aborting. As a result of treatment less than a third ofthese shocked women needed admission.
Of the 145 pints transfused, only 1 was crossmatchedusing a short, slide technique. Only one reaction occurred, a single rigor which followed rapid infusion of 3 pints of chilled blood; no other reactions occurred. One woman died of a further himorrhage after refusing admission; all the remaining 177 women were well up to the 6th week after delivery.
Obstetricians faced with post-hamorrhagic shock were well advised to infuse whole blood rapidly and immediately. Blood given early could prevent irreversible shock or pituitary damage.
Mr R M Burton (North Middlesex Hospital, London) described a case at the North Middlesex Hospital, where it was thought that an obstetric disaster had occurred, although this ultimately proved not to be so. The patient had had a Cmsarean section in her previous pregnancy and, following an instrumental delivery on this occasion, she had a cyanotic attack and was found to have bilateral absence of radial pulses; it was not possible to record a blood pressure in either arm. The episode of cyanosis was transient and her condition rapidly improved following oxygen administration. The presence of an obstetric catastrophe causing shock had to be excluded.
Subsequent investigation led to a diagnosis of pulseless disease (Takayasu's disease) -a very rare condition of unknown etiology, usually affecting young women and characterized by a progressive obliterative arteritis of the major branches of the aortic arch; in this condition labour might be complicated by cardiac embarrassment.
